The article compares the incidence of public healthcare across 11 Asian countries and provinces, testing the dominance of healthcare concentration curves against an equal distribution and Lorenz curves and across countries. The analysis reveals that the distribution of public healthcare is prorich in most developing countries. That distribution is avoidable, but a propoor incidence is easier to realize at higher national incomes. The experiences of Malaysia, Sri Lanka, and Thailand suggest that increasing the incidence of propoor healthcare requires limiting the use of user fees, or protecting the poor effectively from them, and building a wide network of health facilities. Economic growth may not only relax the government budget constraint on propoor policies but also increase propoor incidence indirectly by raising richer individuals' demand for private sector alternatives. JEL Codes: H22, H42, H51.
Propoor public spending on healthcare and other services is a stated objective of national governments and international agencies. It is central to the mission of the World Bank and is a key component of the Heavily Indebted Poor Countries Initiative and the International Monetary Fund's Poverty Reduction and Growth Facility. Motivations include redressing inequity in the distribution of healthcare, reducing health inequality, and raising the human capital of the poor and thereby the growth potential of the economy. In low-income countries, where administrative constraints on redistribution through cash transfers are particularly binding, a subsidiary justification for public spending on healthcare may be the alleviation of poverty and the reduction of inequality (Besley and Coate 1991) . The validity of these arguments for public spending on healthcare rests on the empirical question of whether the spending is in fact targeted to the poor.
Benefit incidence analysis identifies the recipients of public spending in relation to their position in the income distribution. Benefit incidence studies, many conducted by the World Bank, generally find that public spending on healthcare in developing countries is not concentrated on the poor (van de Walle 1995; Castro-Leal and others 2000; Mahal and others 2000; Filmer 2003) . Most of these studies have been conducted on an ad hoc basis, with relatively little attention to consistency in methods. Limitations in the comparability of the evidence make it difficult to draw lessons about the economic, political, and health system characteristics that explain greater and lesser success in targeting health spending to the poor.
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poor do not receive their population share of health spending would be sufficient to reject equity in the allocation of public healthcare. While the main justification for public provision of healthcare is likely to be its impact on the level and distribution of population health, redistribution of living standards may be a further motivation in largely informal economies that are constrained in the execution of tax and cash transfer policies. 1 To assess the redistributive impact of public health spending, its distribution is compared with the Lorenz curve of household income.
One limitation of many previous benefit incidence studies is the crudeness of the unit cost data used to value services (van de Walle 1998; . This study derives costs from detailed health accounts, available for most of the countries and provinces, which document public expenditures across health services, facilities, and regions. This allows examination of whether conclusions about the incidence of public healthcare are sensitive to analysis of use or expenditure data. Data and methods are described in the next section and results are presented and discussed in section II. The findings are summarized in section III.
I . D A T A A N D M E T H O D S
The objective is to estimate and assess the distribution of public healthcare in relation to economic status. For each country data are from recent health or socioeconomic surveys that provide information on both use of public healthcare and a suitable measure of living standards (see table S-1 in the supplemental appendix, available at http://wber.oxfordjournals.org/). All are nationally representative except for the surveys of Chinese provinces. The preferred proxy for living standards is household ( per adult equivalent) consumption, which includes the value of goods produced by the household for its own consumption and a use-value of housing and durable goods.
2 Household expenditure, rather than consumption, is used for Hong Kong SAR, where household production is much less significant. For Malaysia the only available measure of living standards included in the health survey is household income, which is likely to understate the living standards of rural households. It is, however, the measure that has been used in previous incidence studies of Malaysia (Meerman 1979; Hammer, Nabi, and Cercone 1995) .
Distributions of three categories of public healthcare-hospital inpatient care, hospital outpatient care, and nonhospital care-are examined.
1. In Latin America cash transfers are increasingly used to affect the distribution of income, as well as that of health and education services, but this is less so in the low-income economies of Asia, where in-kind transfers, such as healthcare, continue to predominate.
2. The equivalence scale used is e h ¼ (A h þ 0.5K h ) 0.75 , where A h is the number of adults in household h, and K h is the number of children 0 -14 years old. Parameter values were set on the basis of estimates summarized in Deaton (1997, pp. 241-70) .
Nonhospital care is an aggregate of visits to doctors, polyclinics, health centers, and antenatal care (table S-2). For inpatient care the recall period is 12 months, except in Bangladesh (3 months) and Sri Lanka (2 weeks). For all other care the recall period is generally 2 weeks to 1 month, except in Bangladesh where it is 3 months. Use data do not capture variations in the quality of services received across facilities and geographic locations. This is a potentially important deficiency given evidence of marked quality differences favoring richer neighborhoods even within a single city, such as Delhi, India (Das and Hammer 2005) . The service-specific non-negative public subsidy received by an individual can be defined as:
where q ki is the quantity of service k used by individual i, c kj is the unit cost of providing k in region j where i resides, and f ki is the amount paid for k by i. Where possible, variations in costs by facility (local, district, teaching hospital) and service (inpatient/outpatient) are taken into account. Unit costs are computed as:
where TRE kj is total recurrent public expenditure and w i is an expansion factor that inflates sample use to population use. The total public subsidy received by an individual is computed as S i ¼ P k a k S ki , where the a k terms are scaling factors that standardize use recall periods across services.
National health accounts, available for Bangladesh, the Chinese provinces, Hong Kong SAR, Sri Lanka, and Thailand, are used to disaggregate expenditure figures by facility, service, and region. Full accounts are not available for India, Indonesia, Malaysia, Nepal, and Vietnam. For India unit subsidies computed for another benefit incidence study are used (Mahal and others 2000) . These are specific to 960 subgroups (three facilities, 16 major states, urban-rural residence, gender, and five income quintiles). For Indonesia public health expenditure review figures allow expenditures to be disaggregated for each of 30 provinces. For Malaysia expenditure data were disaggregated to five levels of public hospital care, but geographic disaggregation was not undertaken since the use data could not be analyzed by this dimension. Incomplete health accounts for Nepal allow disaggregation by hospital and nonhospital care by region. For Vietnam public accounts and hospital costing estimates were used to compute unit costs by service and facility but not by region (World Bank 2001) .
Subtraction of the user payment from equation (1) to get the net benefit of the service is appropriate provided that quality is not responsive to the payment. This is an untestable assumption with the available data. For China, India, Indonesia, Malaysia, Nepal, and Sri Lanka either the survey data do not contain information on payments made by individuals for public health services or the data are not considered sufficiently reliable, for example, because payments for public and other care are likely to be confused. For these countries it is assumed that all users in a particular region pay the same charge for a given service. Waiting and travel time also reduce the net benefit from care and should, in principle, be valued and subtracted in computing the subsidy. The survey data do not permit this, however. As a consequence, benefits to the rural poor, in particular, may be overstated to the extent that they travel long distances to access better quality care. By contrast, the cost of waiting time will be less for the poor if time is valued according to wage rates.
The incidence of public healthcare is described by its concentration curve, which plots the cumulative proportion of healthcare use and subsidy against the cumulative proportion of the population ranked by household consumption per adult equivalent. To establish whether the subsidy is propoor, in the sense that lower income individuals receive more of the subsidy than the better-off, a test is conducted of whether the concentration curve dominates (lies above) the 458 line. Whether the poorest 20 percent of individuals consume more than 20 percent of healthcare is also tested. Dominance of the concentration curve over the Lorenz curve of household consumption is tested to establish whether spending on public healthcare reduces inequality.
For the dominance tests standard errors of the ordinates of curves and of differences in ordinates are computed, allowing for dependence between curves where appropriate (Bishop, Chow, and Formby 1994; Davidson and Duclos 1997) .
3 A multiple comparison approach to testing is adopted (Beach and Richmond 1985; Bishop, Formby, and Thistle 1992) , with the null defined as curves being indistinguishable. This is tested against both dominance and crossing of curves (Dardanoni and Forcina 1999) . The null is rejected in favor of dominance if there is at least one significant difference between the ordinates of two curves in one direction and no significant difference in the other direction across 19 evenly spaced quantile points from 0.05 to 0.95. The null is rejected in favor of crossing if there is at least one significant difference in each direction. The 5 percent level of significance is used with critical values from the studentized maximum modulus distribution to allow for the joint nature of the test (Beach and Richmond 1985) . benefit incidence literature Sahn, Younger, and Simler 2000) , takes nondominance as the null and tests this against the alternative of strict dominance. This is a conservative test that requires statistically significant differences in ordinates at all points of comparison for the null to be rejected. Dardanoni and Forcina (1999) present Monte Carlo evidence showing that while this test reduces the probability of falsely rejecting nondominance to a negligible value, compared with the multiple comparison approach it has greatly reduced power of detecting dominance when true. Given these results, most weight in the discussion below is given to the results from the multiple comparison tests, but discrepancies with the more conservative intersectionunion test are pointed out.
In Hong Kong SAR, Malaysia, and Thailand the concentration curve of the total public health subsidy dominates both the Lorenz curve and the 458 line of equality (table 1, final column), indicating that the subsidy is both inequality-reducing and propoor. With the exception of the comparison with the 458 line in the case of Thailand, these dominance results are robust to use of the stricter test. In Sri Lanka an equal distribution of the total subsidy is not rejected. In relative terms this shifts the distribution of living standards toward the poor, as the concentration curve dominates the Lorenz curve. In the remaining countries and provinces the concentration curve of the total subsidy is dominated by the 458 line but, with the exceptions of India and Nepal, dominates the Lorenz curve. That is, the subsidy is prorich but inequality reducing. For Bangladesh and the two Chinese provinces nondominance relative to both the Lorenz curve and the 458 line cannot be rejected when the more conservative intersection-union test is employed.
5
The degree to which the public health subsidy is targeted to the poor can be seen more explicitly by examining the share of the subsidy received by the poorest 20 percent of individuals (table 2) . Public healthcare is clearly most propoor in Hong Kong SAR, with the poorest fifth of the population receiving almost two-fifths of the total subsidy (table 2, final column). In Malaysia the poorest quintile also receives significantly more than 20 percent of the total subsidy, but the propoor bias is much less than it is in Hong Kong SAR. In Sri Lanka and Thailand the poorest quintile's share of the total subsidy does not differ significantly from 20 percent. In the remainder of countries and provinces, with the exception of Bangladesh, the poorest 20 percent of individuals receive significantly less than 20 percent of the public health subsidy. The share going to the poorest 20 percent of individuals is lowest in Nepal, at less than 7 percent, followed by the two Chinese provinces, at 8 -10 percent. In these 5. Concentration and Kakwani indices, which provide summary measures of the magnitude by which the concentration curve deviates from the 458 line and the Lorenz curve, are given in 
Blank cell indicates failure to reject the null hypothesis that curves are indistinguishable using the multiple comparison test (Bishop, Formby, and Thistle 1992 ) at the 5 percent significance level.
x indicates rejection of the null hypothesis that curves are indistinguishable in favor of curves crossing using the same test. þ /2 indicates rejection of the same null hypothesis in favor of dominance using the same test. A þ indicates that healthcare is more concentrated on the poor than is household consumption per adult (Lorenz) or equal per capita distribution ( 45 8 ), while a -indicates that it is less concentrated. *indicates rejection of the null hypothesis of nondominance in favor of an alternative of strict dominance using the intersection -union test (Howes 1996 ) and a 5 percent significance level. Dominance is in the direction indicated by the þ or -, as above.
n.a. means that data were not available to conduct the test. The results in the hospital inpatient columns refer to both inpatient and outpatient. Source: Authors' calculations based on survey data documented in cases, and in Bangladesh, India, and Indonesia, the richest quintile receives more than 30 percent of the total subsidy (not shown in table). In all cases but Nepal the share of the subsidy going to the poorest quintile is significantly greater than its share of total household consumption.
Differences in Incidence across Health Services
Only in Hong Kong SAR does the concentration curve dominate the 458 line for both hospital inpatient and outpatient care and for nonhospital care (see table 1), with the poorest quintile receiving about 39 percent of the subsidy to all three services (see table 2 ). In Malaysia the concentration curves for inpatient and nonhospital care lie above the 458 line, but the outpatient care curve does not deviate significantly from the line of equality (see table 1 ). In Thailand it is inpatient care that is equally distributed, while the concentration curves for the other types of care dominate the diagonal, at least using the less stringent test criteria. However, in both Malaysia and Thailand the poorest quintile receives significantly more than 20 percent of the subsidy only for nonhospital care (see table 2 ). In Sri Lanka there is equality in the distributions of all services except for a propoor distribution of outpatient care as measured by use (see table 1 ). In the remainder of countries and provinces, concentration curves for hospital care tend to lie below the diagonal-meaning that the better-off consume more-while the curves for nonhospital care lie above it. The poorest quintile fairly consistently receives less than 20 percent of the subsidy for hospital care and significantly more than 20 percent of the subsidy for nonhospital care only in India (see table 2 ). For most countries and provinces the distribution of nonhospital care dominates that of hospital inpatient and outpatient care (table 3), confirming that nonhospital care is generally more targeted to the poor than is hospital care.
Comparison of Use and Subsidy Distributions
Estimating the incidence of the public healthcare subsidy requires much more information than that of raw use. Unit costs must be estimated at the facility and regional levels and, where appropriate and possible, fees paid by individuals must be identified. The effort involved to obtain this extra information is worthwhile only if there is significant variation in unit costs or fees with the indicator of household living standards and if this covariance is sufficiently large relative to that for use. The dominance tests reported in table 1 display a considerable consistency across the use and subsidy measures. Only in 10 of 58 pairwise comparisons do the conclusions of the test differ depending on whether the distribution of use or the subsidy is examined. This is not an insubstantial degree of disagreement, but it suggests that the results of dominance tests are generally robust to the measure over which incidence is examined and that variation in use, not unit subsidies, is the main driver of the public subsidy distribution. This increases the confidence that can be placed in studies that look only at use. It is consistent with the findings of Sahn and . indicates that the null hypothesis is rejected in favor of dominance, for example, op . ip indicates that outpatient care is more propoor than inpaticare and use . subsidy indicates that the use distribution is more propoor than the subsidy distribution.
*indicates rejection of the null hypothesis of nondominance in favor of an alternative strict dominance in the direction indicated by ., as above, using the intersection -union test and a 5 percent significance level.
a Test is between all hospital care (inpatient and outpatient) and all nonhospital care. Source: Authors' calculations based on survey data documented in table S.1 (see supplemental appendix S.1 available at http://wber.oxfordjournals. org/).
Younger (2000) but somewhat stronger, since the current study allows for more sources of heterogeneity in unit subsidies.
Notwithstanding this result, there are significant differences between the distributions of use and subsidy. In Indonesia, Malaysia, and Sri Lanka the use distributions dominate-they are more propoor than the subsidy distributions-for all services, and in Gansu, Hong Kong SAR, and Nepal this is true for some services (see table 3 ). Dominance is not always found using the more conservative test, however. Urban-rural and regional differences in the quality of care are the most likely reason that the subsidy is less propoor than use. Only in India, Thailand, and Vietnam does the subsidy distribution dominate the use distribution for certain services, indicating that the subsidy per unit of care falls as household consumption rises. This is likely due to user payments rising with household consumption, whether because of exemptions granted to the poor or because richer households are paying for higher quality care that is not reflected in the unit cost figures.
Cross-Country Comparisons
As would be expected from the results already presented, the subsidy concentration curve of Hong Kong SAR dominates that of all other countries and provinces (table 4) . 6 The incidence of public care is so skewed toward the poor that the distribution of total healthcare ( public and private) in Hong Kong SAR is propoor (Leung, Tin, and O'Donnell 2005) .
7 While this is in striking contrast with the distribution of healthcare in the low-and middle-income countries examined in this article, it is consistent with the distribution that prevails in most high-income economies ( Van Doorslaer, Masseria, and Koolman 2006) .
There are no significant differences between the concentration curves of Malaysia, Sri Lanka, and Thailand, where the subsidies range from slightly propoor to evenly distributed. On the less strict test the Vietnamese distribution is dominated by that of Hong Kong SAR, Malaysia, and Thailand and it is indistinguishable from that of Sri Lanka. It dominates the subsidy distributions of all the remaining countries and provinces using the less stringent test.
8 For most pairwise comparisons the subsidy concentration curves of Bangladesh, Gansu, Heilongjing, India, Indonesia, and Nepal are indistinguishable. Exceptions are that India and Indonesia dominate Gansu and Nepal using the less strict test. In all these countries and provinces the public health subsidy is significantly and substantially prorich (see tables 1 and 2). This is 6. See table S-4 for cross-country dominance tests for each type of health service subsidy. 7. Some 43.5 percent of total expenditure on health in Hong Kong SAR is funded from private sources (Hong Kong Domestic Health Accounts 1999 -2000 .
8. This is not due simply to the fact that unit subsidies are negatively correlated with household consumption in Vietnam, unlike in most other countries and provinces. Only one cross-country dominance result for Vietnam becomes insignificant when use of each service rather than the subsidy to each service is examined. Why is it that public healthcare is more propoor in these four countries than it is in other developing countries of Asia and elsewhere? National income is an obvious candidate to explain cross-country variation in the targeting of public health spending. Public healthcare is strongly targeted to the poor in Hong Kong SAR in large part because Hong Kong is rich enough to afford a dual system of universal public healthcare funded from general taxation and a private healthcare system used predominantly by the better-off to bypass the bottlenecks and inconveniences of the public system. It is surely no coincidence that Malaysia and Thailand are the only other two countries where public health spending is significantly propoor. While they are not nearly as rich as Hong Kong SAR, they are considerably better off than the other countries included in this study (see table S-5).
Economic development is not the sole explanation for cross-country differences in the incidence of public healthcare. It does not explain why Sri Lanka, despite a lower GDP per capita than Indonesia, achieves a distribution of health resources that is much more favorable to the poor. Levels of public spending on health and health system characteristics might be expected to explain part of the residual cross-country variation in targeting of the poor. In per capita terms Sri Lanka spends 2.5 times as much as Indonesia on public healthcare (table S-5). The scale of public spending may influence its incidence by affording a wider geographic distribution of public health facilities and so bring services closer to poor, rural populations.
There may also be a trickle-down effect. At low levels of spending the politically powerful, higher income urban elite may be more successful than the rural poor in capturing spending for programs that meet their own needs. As spending levels rise and more of the health needs of higher income groups are satisfied, additional programs can be better targeted to the needs of the poor (Lanjouw and Ravallion 1999) . Countering this tendency, the pressure from higher income groups for prioritization of tertiary-level city hospitals may be maintained by the attraction of continuing advances in medical technology (Victora and others 2000) .
The extent to which higher income groups claim the benefits from public healthcare will depend on whether an attractive private sector alternative exists. Income-elastic demand for healthcare quality, in particular amenities and convenience of service, will lead to greater substitution of private for public care by an expanding middle-class as the economy grows. Hammer, Nabi, and Cercone (1995) argue that this mechanism was largely responsible for the increased propoor incidence of public health spending in Malaysia between the mid-1970s and the mid-1980s. The private sector continues to grow in Malaysia, driven in part by dissatisfaction with the responsiveness of the public system (Shepard, Savedoff, and Phua 2002) . In Thailand, which has also achieved impressive economic growth in recent years, the private sector is also expanding rapidly (Towse, Mills, and Tangcharoensathien 2004) .
The combination of (near) universal public provision, a private sector offering an attractive alternative, and incomes that make demand for this alternative effective leads to redistribution through public provision in the way that theory predicts (Besley and Coate 1991) . This mechanism implies a possibly uncomfortable tradeoff between the quality of public healthcare and the extent to which it is targeted to the poor. In lower income countries, such as Bangladesh, India, and Indonesia, separation of low-and highincome groups into the public and private sectors is constrained not only by the limited purchasing power of the middle class but also by marked intrasectoral quality differentials. There is evidence of pronounced income gradients in the quality of private sector care used in India (Das and Hammer 2005) . There, as in Bangladesh, the poor make extensive use of unqualified private providers.
This discussion suggests that economic development, the scale of public health spending, and the availability and quality of private sector alternatives may each help explain cross-country variation in the incidence of public health spending. Regression analysis is used to examine whether this is the case across the study countries and provinces and others for which benefit incidence results are available from other studies (Filmer 2003) . Only 24 observations are available for this analysis, and so the results (table 5) should be treated with due caution. It is an exploratory exercise and not an empirical test of hypotheses. The dependent variable is the (log) percentage of the total public subsidy received by the poorest quintile. This share increases significantly with GDP per capita, with an elasticity of about 0.3. At a lower level of significance (10 percent), the poorest quintile's share is also increasing with public health spending as a percentage of GDP, with an elasticity of about 0.5. So, for a given GDP there is some evidence that the share of the subsidy going to the poor is increasing with the scale of public health spending.
To examine whether, for a given level of public expenditure, the share of the subsidy going to the poor increases with use of private sector alternatives, public spending as a percentage of total expenditure on health is included in the regression. Consistent with the hypothesis, the coefficient is negative but does not reach conventional levels of significance. The regression residuals are largest, in absolute value, for the two Chinese provinces. Public health spending in these provinces is much less targeted on the poor than would be expected given GDP and the scale of public spending and its share of total health financing. This is most likely due to the extensive imposition of user charges with no income-related exemptions. Excluding these two provinces increases the magnitude and significance of the coefficients. In particular, the negative coefficient on the public health financing share becomes significant at 5 percent.
9 Although this study has found that the public health subsidy is not targeted on the poor in the majority of the 11 Asian countries and provinces examined, the distribution appears to be even more skewed toward the betteroff in Eastern Europe and Central Asia and in Sub-Saharan Africa. source: Dependent variable, authors' calculations based on data in table S. 1 (see supplemental appendix available at http://wber.oxfordjournals.org/) and that reported in Filmer (2003) . GDP, World Bank, various years, World Development Indicators. Health expenditure, WHO, various years, National Health Accounts and World Health Report Statistical Annexes. 9. The results are similar if the weight given to observations with large absolute residuals is reduced, but not set to zero, using robust regression. The results are also robust to the exclusion of Hong Kong SAR, where the subsidy is much more propoor and GDP is much higher than in the other countries and provinces.
10. Other potential explanatory factors, including the Gini coefficient, the urbanization rate, and the doctor supply rate, were not found to be significant.
These regression results tell only of associations in a fairly small sample of countries and should not be interpreted as causal effects. GDP may be acting as a proxy for a number of primary determinants of incidence, such as the quality of governance and preferences for redistribution. Through human capital acquisition, assuming that the marginal product of investments in health is higher for poorer (and sicker) individuals, GDP may itself be responsive to the targeting of healthcare to the poor. Polices are of course endogenous. The positive correlation between the scale and the propoor incidence of public spending may derive from the degree of political commitment to reaching the poor. Reducing racial conflict in post-independence Malaysia was a major motivation for the expansion in access to healthcare and the channeling of public resources to the rural Malay population (Hammer, Nabi, and Cercone 1995) . The early adoption of democracy and female suffrage in Sri Lanka contributed to the high priority given to healthcare and the wide geographical distribution of health resources in response to the lobbying of local politicians (McNay, Keith, and Penrose 2004) . In fact, a 1928 commission proposed the full enfranchisement of women at the same time as men as a means of securing a political lobby for the prioritization of healthcare (Rannan-Eliya 2001). High rates of female literacy and a relatively high degree of female autonomy have raised awareness of maternal and child health problems, leading to high rates of use of modern health facilities and medicines (Caldwell 1986) .
Political and economic circumstances determine the motivation and resources for the pursuit of propoor public healthcare, but realization of the objective depends on the specific health sector policies adopted. One policy has been to minimize charges for poor patients in accessing care. There are virtually no fees for public health services in Sri Lanka, and fees are minimal in both Hong Kong SAR and Malaysia (table S-6). In all three cases fees are not retained by facilities or even by the health sector, but accrue to general revenues, thus undermining providers' incentives for generating fee revenue. The near avoidance of user fees in resource-poor Sri Lanka has been feasible only by driving down unit costs (Rannan-Eliya 2001) . Nonmonetary incentives, such as professional development and opportunities to work simultaneously in the private sector, help maintain high levels of staff productivity. In Thailand fees have been much higher. Prior to the introduction of universal coverage in 2001, public hospitals received 20 -50 percent of their revenue from user fees (Towse, Mills, and Tangcharoensathien 2004) . But the disincentive effect on use by the poor was limited through a fairly effective healthcard scheme that covered about two-thirds of the poor. Crucially, this scheme compensated providers for fee exemptions from a designated budget.
A geographically dispersed network of health facilities close to the rural population also appears to contribute to the propoor targeting of health spending. In Malaysia half the population lives within 10 kilometers of a public hospital and within 4.6 kilometers of a public clinic.
11 In Sri Lanka most of the population has lived within 5 kilometers of a healthcare facility since the early 1970s, and most of the rural population is within 5 -10 kilometers of a peripheral facility (Hsiao 2000) . In Thailand, although beds and doctors are highly concentrated in Bangkok, an extensive rural infrastructure has been developed over decades. There are primary care health centers in all subdistricts and community hospitals in all districts (Towse, Mills, and Tangcharoensathien 2004) . The introduction of universal coverage has initiated a major shift of resources from urban hospitals to primary care. Vietnam also has a relatively high level of provision in rural areas through a comprehensive network of commune health centers.
But the contribution of primary care to propoor public health spending should not be exaggerated. Public health spending is better targeted on the poor in Hong Kong SAR, Malaysia, Thailand, Sri Lanka, and Vietnam because the distribution of hospital care is more favorable to the poor and not because more resources are devoted to nonhospital care (see table S-3). Of course, hospitals differ. In Malaysia and Sri Lanka many hospitals are small in scale and not particularly well equipped. But their wide geographic distribution makes them accessible to the rural poor. In many other low-income countries, such as Bangladesh, resources are more concentrated in large, well-equipped hospitals in urban centers that are inaccessible to the poor.
I I I . C O N C L U S I O N
The analysis reveals substantial variation across Asia in the incidence of public subsidies for healthcare. Public spending is strongly propoor in high-income Hong Kong SAR. The total public health subsidy is more moderately propoor in low-to middle-income Malaysia and Thailand and it is evenly distributed in low-income Sri Lanka. At a still lower level of national income the subsidy is mildly prorich in Vietnam. In the remainder of the low-income countries and provinces examined, which account for the far greater share of the Asian population, the better-off receive substantially more of the subsidy than do the poor. In most cases there is prorich bias in the distribution of hospital care, while nonhospital care is propoor. A greater share of the healthcare subsidy goes to hospital care, and so this dominates the overall distribution. While public health subsidies are typically not propoor, they are inequality reducing in all cases except India and Nepal.
Most within-and between-country dominance tests are robust to whether the distribution of healthcare use or the value of the subsidy is examined. This is a reassuring result since the health accounts data required for analysis of subsidy incidence are often unavailable and raw use data must be relied on. There are, however, significant differences between the distribution of 11. Authors' calculations from the 1996 National Health and Morbidity Survey.
healthcare use and healthcare subsidies, with use often more propoor. Where this occurs, the likely explanation is urban-rural and interregional differences in the nature and funding of facilities.
The analysis shows that the prorich distribution of public healthcare subsidies that is pervasive in most developing countries is avoidable but that effective targeting is easier to realize at higher levels of national incomes. The experiences of Malaysia, Sri Lanka, Thailand, and Vietnam suggest that achieving a more propoor incidence of public health spending requires limiting the use of user fees, or at least effectively protecting the poor from them; building a wide geographic network of health facilities; and ensuring that hospital care, which absorbs most spending, is sufficiently targeted at the poor. 
